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Notes  from  the  Chair 


David  T.  Flaherty 

Secretary 

North  CaroUna  Department  of  Human  Resources 

325  North  Salisbury  Street 

Raleigh,  North  Carolina  27611 


Dear  Secretary  Flaherty: 


Enclosed  is  the  report  of  your  Infant  Mortality  Task  Force.  The  members 
hope  that  the  findings  help  clarify  the  causes  of  one  of  North  Carolina's  most 
distressing  problems.  We  urge  you  to  use  the  recommendations  to  develop 
programs  to  reduce  the  excessively  high  death  rate  among  our  state's  babies. 

I  do  not  have  enough  words  to  describe  the  work  of  the  Task  Force 
members.  Their  skill  and  conscientious  behavior  exceeded  my  high  initial 
expectations.  The  Department  of  Human  Resources'  staff  also  deserves  special 
praise.  Their  ability  to  produce  reports  on  short  notice  was  phenomenal.  The 
depth  of  their  knowledge  was  an  invaluable  resource  for  the  members. 

All  of  us  on  the  Task  Force  are  eager  to  assist  you  further  as  you  consider 
implementation  of  programs.  We  thank  you  for  the  opportunity  to  serve  North 
Carolina. 


Sincerely, 


Robert  G.  Dillard,  M.D. 

Chairman 

Infant  Mortality  Task  Force 
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Preamble 


Infant  mortality  is  tragic. 


■  There  is  no  more  poignant  nor  painful  family  event  than 
the  death  of  an  infant.  The  death  of  an  infant  means  the  loss 
of  a  part  of  North  Carolina's  future. 


Infant  mortality  is  too  high  and  is 
increasing  in  North  Carolina. 


■  hi  1987, 1,134  infants  died  before  their  first  birthday  re- 
sulting in  12.1  deaths  for  every  1,000  live  births.  ^  This  rate 
represents  a  significant  increase  from  the  1986  rate  of  11.6.  In 
1986  provisional  data,  there  v^^ere  43  states  with  infant  mor- 
tality rates  lower  thaS  North  Carolina.     In  1985,  there  were 
sixteen  countries  with  rates  lower  than  tne  United  States. 
Among  these  countries  was  Japan  with  an  infant  mortality 
rate  of  5.5. 


Infant  mortality  and  severe  dis- 
ability result  from  low  weight 
births. 


■  In  1987,  infants  with  birth  weights  under  51/2  pounds 
(low  weight  births)  experienced  an  infant  mortality  rate  that 
was  23  times  greater  than  that  for  infants  with  birthweights 
over  5  1/2  pounds.'^  For  infants  weighing  under  3  1/2 
pounds  (very  low  weight  births),  the  infant  mortality  rate 
was  95  times  greater  than  that  for  normal  weight  births. 
Evidence  from  the  Infant  Intensive  Care  Followup  Project  at 
the  Bowman  Gray  School  of  Medicine  suggests  that  15  per- 
cent of  survivors  of  a  very  low  weight  birth  experience  long 
term  severe  disabilities  such  as  cerebral  palsy,  blindness  and 
mental  retardation. ^ 


Infant  mortality  and  low  weight 
births  are  expensive. 


■  North  Carolina's  1,134  infant  deaths  in  1987  represent  a 
loss  of  lifetime  earnings  estimated  to  be  between  $289  million 
and  $535  million  following  the  method  used  by  the  National 
Commission  to  Prevent  Infant  Mortality.  6  (For  calculations, 
see  reference  6  and  the  appendix). 

Among  North  CaroUna's  1,512  very  low  weight  births  in 
1987,  71.5  percent  were  bom  in  Level  III  Hospitals  and  thus 
received  neonatal  intensive  care  (NIC).  7  Assuming  an  aver- 
age NIC  cost  of  $31,000,^  those  1,081  births  cost  $33.5  million 
for  intensive  care  alone  during  their  first  months  of  hfe. 
Meis,  et  al  have  shown  that  among  private  patients  in  north- 
western North  Carolina,  a  prematurity  prevention  program 
can  reduce  the  very  low  birth  weight  rate  by  approximately 
one-third.^  This  reduction  applied  to  North  Carolina  could 
save  $1 1 .2  million  in  NIC  cost  for  one  year. 

Long  term  disabilities  among  very  low  weight  births  are  also 
extremely  costly.  Among  the  1,512  very  low  weight  births  in 
1987, 59  percent  can  be  expected  to  survive  infancy.'^ 
Among  the  survivors,  15  percent  can  be  expected  to  have 
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severe  handicapping  conditions  needing  lifelong  careP 
The  Office  of  Technology  Assessment  estimates  that  the  care 
of  a  child  with  severe  disabilities  costs  on  the  average 
$22,590  per  year.  10  Assuming  an  average  length  of  Hfe  of  35 
years  for  these  infants,  the  estimated  lifetime  cost  of  care  for 
severe  disabilities  is  $105.8  milhon.  If  one- third  of  these 
births  could  have  been  delivered  at  term,  $35.3  million  could 
have  been  saved  for  these  1987  babies  alone. 


Many  infant  deaths  and  low 
weight  births  are  preventable. 


■  Comprehensive  prenatal  care  which  highlights  an  effec- 
tive statewide  program  to  prevent  low  weight  births  is  the 
most  important  strategy  to  reduce  infant  death.  In  1986, 
North  Carolina  infants  whose  mothers  had  early  and  fre- 
quent prenatal  visits  had  an  infant  mortality  rate  one-third  of 
that  for  infants  whose  mothers  had  insufficient  or  no  prena- 
tal care.  1 1 


Bringing  women  to  optimal  health  before  beginning  a  preg- 
nancy is  also  helpful  in  reducing  prematurity.  Women  who 
wait,  following  the  first  delivery,  for  at  least  one  year  before 
giving  birth  again,  have  premature  births  significantly  less 
often  than  women  who  repeat  a  pregnancy  too  quickly.  12 
Women  who  have  health  conditions  such  as  genetic  diseases, 
diabetes,  high  blood  pressure  and  nutritional  problems 
benefit  from  preconceptional  counseling  and  appropriate 
medical  services  before  they  begin  a  pregnancy.  Women 
who  have  adverse  health  behaviors  such  as  smoking,  alcohol 
use  and  drug  use  also  benefit  from  these  interventions. 


Prenatal  care  is  cost  effective. 


■  The  Institute  of  Medicine  of  the  National  Academy  of  Sci- 
ences has  reported  that  for  every  dollar  spent  on  prenatal 
care  for  low  income  women,  $3.38  was  saved  in  medical  care 
costs  in  the  first  year  of  life.13  A  Harvard  study  reported 
that  for  every  dollar  spent  on  nutritional  services  through 
the  Women,  Infants  and  Children  (WIC)  Program,  $3  can  be 
saved  on  medica  care.       Many  studies  have  demonstrated 
the  cost  effectiveness  of  comprehensive  prenatal  care.l^ 


Infant  mortality  is  a  problem 
which  requires  social  and  eco- 
nomic interventions  as  well  as 
health  care  approaches. 


■  People  must  know  about  the  problem  of  infant  mortality 
and  what  can  be  done  to  prevent  it.  Coordinated  commu- 
nity efforts  including  health  care  and  non-health  care  re- 
sources are  necessary.  Schools,  religious  institutions,  busi- 
nesses and  local  civic  groups  must  work  together  to  develop 
strategies  and  implement  solutions  to  improve  the  health  of 
their  mothers  and  infants.  Public  resources  must  support 
these  activities. 
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Summary  Recommendations 


The  Infant  Mortality  Task 
Force  bases  its  recommend' 
ations  on  the  following  prin- 
ciples: 

^  Every  pregnant 
woman  and  infant  must  have 
access  to  optimal  health  care. 

'^  All  citizens  must  he 
aware  of  infant  mortality  as 
a  social  problem. 

**'  Communities  must 
develop  strategies  and  co- 
ordinated programs  to  re- 
duce infant  death. 

*"  Public  financial  re- 
sources must  he  committed 
to  mothers  and  infants  as  an 
investment  in  our  future. 


To  pursue  these  principles,  the  Governor  and  General  As- 
sembly must  initiate  a  sustained,  broad-based  effort  to  make 
the  health  and  well-being  of  mothers  and  infants  a  top  state 
priority. 

The  Infant  Mortality  Task  Force  recommends: 

1.  Expansion  of  Medicaid  for  pregnant  women  and  infants 
in  families  with  incomes  up  to  185  percent  of  federal  pov- 
erty level. 

2.  Initiation  of  a  continuing  broad-based  mass  media  educa- 
tion campaign  to  promote  the  birth  of  healthy  babies. 
This  effort  should  be  coordinated  among  state  and  local 
agencies,  the  media  and  the  business  community. 

3.  Development  in  each  county  of  a  coordinated  service 
delivery  system  for  mothers  and  infants  which  includes 
health  services,  social  services,  medical  assistance,  mental 
health  services  and  private  providers. 

4.  Development  of  a  statewide  prematurity  prevention 
program  which  is  integrated  into  the  comprehensive  pre- 
natal care  system  and  involves  both  the  public  and  private 
sectors. 

These  first  four  recommendations  are  considered  to  be  of  top 
priority 

5.  Establishment  and  funding  of  a  State  Maternal  and  Infant 
Health  Council  to  advise  the  Governor  in  the  planning, 
implementation  and  evaluation  of  services  to  mothers  and 
infants. 

6.  Development  of  state  supported  obstetrical  services  for 
counties  which  have  an  insufficient  number  of  providers 
to  deliver  prenatal  care. 

7.  Provision  of  financial  assistance  to  counties  to  promote 
grassroots  community  activities  which  focus  on  reducing 
infant  mortality. 

8.  Promotion  of  cooperative  efforts  between  the  Depart- 
ments of  Human  Resources  and  Public  Instruction  to  in- 
crease the  number  of  school  health  education  coordina- 
tors, maintain  separate  teacher  certification  for  health  edu- 
cation for  health  education  and  improve  the  existing 
health  curriculum. 


9.  Expansion  of  health  promotion  programs  in  local  health 
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"Comprehensive  prenatal  care 
which  highlights  an  effective 
statewide  program  to  prevent 
low  weight  births  is  the  most 
important  strategy  to  reduce 
ififmt  death," 


departments  to  include  emphasis  on  adolescent  wellness, 
preconceptional  health  and  prenatal  care  beginning  in 
the  first  trimester. 

10.  Provision  of  state  funding  for  part  of  the  non-federal 
share  of  county  administrative  costs  for  eligibility  work 
ers,  provided  that  county  departments  of  social  services 
agree  to  place  eligibility  workers  on  site  in  prenatal 
clinics. 

11.  Provision  of  state  funding  for  part  of  the  non-federal 
share  of  county  administrative  costs  for  Medicaid  trans- 
portation services. 

12.  Medicaid  reimbursement  for  infant  care  coordination 
through  one  year  of  age. 

13.  Development  of  a  "revolving  fund"  to  cover  the  "up 
front"  costs  to  hire  maternity  and  infant  care  coordina- 
tors whose  salaries  would  subsequently  be  funded 
through  ongoing  Medicaid  reimbursement. 

14.  Increase  Medicaid  payments  to  providers  of  maternal 
and  infant  services  to  better  approximate  cost  of  care. 

15.  Promotion  of  competitive  salaries  in  local  agencies  that 
provide  maternal  and  infant  care  services. 

16.  Reimplementation  of  the  health  department  maternity 
fund  to  subsidize  prenatal  care  and  delivery  services  to 
low  income  women  who  are  not  covered  by  Medicaid  or 
private  insurance. 

17.  Continuation  of  measures  that  afford  cost  containment  in 
premiums  for  medical  malpractice  insurance  for  provid- 
ers of  maternal  and  infant  health  services. 

18.  Development  of  legislation  to  provide  tax  incentives  for 
industry  to  provide  insurance  for  maternity  and  infant 
care  coverage  for  employees,  spouses  and  dependents. 

19.  Expansion  of  funding  for  preconceptional  health  promo- 
tion and  family  planning  services. 

20.  Provision  of  state  funding  for  the  WIC  Program  ensur- 
ing service  to  all  eligible  pregnant  women  and  infants. 

21.  Medicaid  reimbursement  for  nutritional  counseling 
beyond  WIC  services  where  needed  for  high  risk  moth- 
ers and  infants. 

22.  Provision  of  additional  state  funds  to  expand  genetic 
health  care  services. 
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Detailed  Recommendations 


1.  Expansion  of  Medicaid  for 
pregnant  women  and  infants  in 
families  with  incomes  up  to  185 
percent  of  the  federal  poverty 
level. 


■  Research  clearly  shows  that  the  availability  and  quality  of 
prenatal  and  infant  care  is  the  single  greatest  factor  in  ensur- 
ing the  best  possible  pregnancy  outcomes.  North  Carolina 
holds  a  poor  record  in  achieving  good  pregnancy  outcomes, 
ranking  sixth  highest  in  infant  mortality  among  states.  Fi- 
nancial barriers  prevent  many  women  from  seeking  early 
and  continuous  prenatal  care  for  themselves  and  their  un- 
born child,  as  well  as  care  for  their  children  during  the  first 
year  of  life.  Further  expansion  of  Medicaid  coverage  for  this 
vulnerable  population  can  help  remove  financial  barriers  to 
necessary  care  for  additional  low-income  women  and  in- 
fants. 


2.  Initiation  of  a  continuing 
broad-based  mass  media  educa- 
tion campaign  to  promote  the 
birth  of  healthy  babies.  This 
effort  should  be  coordinated 
among  state  and  local  agencies, 
the  media,  and  the  business 
community. 


■  In  order  to  reduce  infant  mortality,  the  public  must  be- 
come aware  of  the  extent  of  the  problem  and  the  cost  in 
human  and  dollar  terms.  In  addition,  the  public  must  be 
given  information  on  what  can  be  done  to  enhance  preg- 
nancy outcomes.  Emphasis  should  be  placed  on  promoting 
positive  health  behaviors  through  preconceptional  education 
and  early,  regular  and  adequate  prenatal  care.  The  health 
and  well-being  of  North  Carolina's  babies  must  have  con- 
tinuing high  visibility  in  order  to  impact  on  reducing  infant 
mortality.  Successful  media  programs  have  been  imple- 
mented in  several  states  including  Mississippi  and  Utah. 


3.  Development  in  each  county  of 
a  coordinated  service  delivery 
system  for  mothers  and  infants 
which  includes  health  services, 
social  services,  medical  assistance, 
mental  health  services  and  private 
providers. 


■  A  coordinated  service  deUvery  system  should  develop  the 
continuum  of  services  including  family  planning,  preconcep- 
tional health  promotion,  nutritional  counseling,  prenatal 
care,  labor  and  delivery  services,  postpartum  services  for 
mothers  and  babies  and  infant  health  care.  In  addition,  the 
system  should  develop  access  to  these  services  through 
maternity  and  infant  care  coordination,  improved  eligibility 
processes  and  better  transportation.  Other  supportive 
services  should  be  readily  accessible  to  this  population. 


4.  Development  of  a  statewide 
prematurity  prevention  program 
which  is  integrated  into  the 
comprehensive  prenatal  care 
system  and  involves  both  the 
public  and  private  sectors. 


■  The  rate  of  infant  mortality  in  North  CaroUna  is  directly 
related  to  the  number  of  preterm  births.  A  reduction  in  the 
rate  of  premature  births  could  lead  North  Carolina  to  have 
one  of  the  nation's  best  neonatal  (or  infant)  mortality  rates 
rather  than  one  of  the  worst.  A  statewide  program  should  be 
developed  which  integrates  prevention  of  premature  births 
into  comprehensive  prenatal  care.  Because  of  the  majority  of 
premature  births  receive  prenatal  care  in  the  private  sector, 
both  private  and  public  providers  should  be  involved  in  the 
program.  Serious  consideration  should  be  given  to  using  the 
model  developed  at  the  Bowman  Gray  School  of  Medicine. 
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5.  Establishment  and  funding  of  a 
State  Maternal  and  Infant  Health 
Council  to  advise  the  Governor  in 
the  planning,  implementation  and 
evaluation  of  services  to  mothers 
and  infants. 


■  The  Maternal  and  Child  Care  Section,  Division  of  Health 
Services,  Department  of  Human  Resources,  holds  primary 
responsibility  for  services  to  mothers  and  their  infants. 
However,  a  variety  of  agencies  are  responsible  for  the  provi- 
sion of  services  to  this  population.  The  State  Maternal  and 
Infant  Health  Council  would  provide  oversite  and  guidance 
for  maternal  and  infant  health  activities.  The  Council  would 
report  to  the  Governor  on  these  activities. 

Currently,  the  North  Carolina  Statewide  Perinatal  Council  is 
responsible  for  advising  the  Department  of  Human  Re- 
sources on  the  state's  perinatal  program.  There  are  also  six 
Regional  Perinatal  Committees  which  promote  and  advise 
on  perinatal  health  care  issues  on  a  regional  level.  Consid- 
eration should  be  given  to  changing  the  role  of  the  Statewide 
Perinatal  Council,  as  well  as  the  composition  of  its  member- 
ship, to  fulfill  the  need  for  the  recommended  State  Maternal 
and  Infant  Health  Council.  Such  a  change  would  also  ex- 
pand the  role  of  the  Regional  Perinatal  Committees  to  Re- 
gional Maternal  and  Infant  Health  Councils. 

It  is  also  recommended  that  the  new  Council  have  a  salaried 
staff  which  would  carry  out  required  administrative  duties. 
The  Council  would  function  in  a  manner  similar  to  the  De- 
velopmental Disabilities  Council. 


6.  Development  of  state  sup- 
ported obstetrical  services  for 
counties  which  have  an  insuffi- 
cient number  of  providers  to 
deliver  prenatal  care. 


■  Implementation  of  this  recommendation  will  establish  a 
system  of  state  supported  obstetrical  care  providers  includ- 
ing physicians  and  certified  nurse-mid  wives  who  will  travel 
to  counties  which  lack  necessary  services.  This  team  will 
augment  existing  delivery  services  and  rotate  to  neighboring 
counties  to  conduct  prenatal  care.  The  physician  or  certified 
nurse-midwife  would,  therefore,  have  insight  into  the  local 
situation  and  needs  of  the  community  and  be  able  to  offer 
more  individualized  and  quality  care.  Anticipated  outcome 
would  be  earlier  onset,  and  increased  number  of  visits  for 
prenatal  care.  This  access  should  reduce  poor  pregnancy 
outcomes  including  pre-term  births. 


7.  Provision  of  financial  assis- 
tance to  counties  to  promote 
grassroots  community  activities 
which  focus  on  reducing  infant 
mortality. 


■  Infant  mortality  is  a  complex  problem  with  social,  medi- 
cal and  economic  precursors  and  consequences.  A  strategy 
is  needed  to  coordinate  the  application  of  current  knowledge 
to  deal  with  the  unique  situation  of  each  local  community. 
Community  development  serves  to  educate  and  motivate 
people  to  help  themselves,  to  assist  communities  in  mobiliz- 
ing resources,  and  to  guide  the  public  to  take  ownership  of 
the  targeted  issue  or  problem.  Grants  should  be  provided  on 
a  competitive  basis  to  communities  that  have  developed 
strategies  to  involve  a  broad  range  of  resources  concerned 
with  the  needs  of  women  and  their  babies  from  preconcep- 
tional  health  through  infancy.  To  assist  communities  in 

□   7 


these  efforts,  a  list  of  state,  regional  and  local  resources  with 
experience  in  community  organization  should  be  compiled 
and  distributed  to  each  grant  recipient. 


8.  Promotion  of  cooperative 
efforts  between  the  Departments 
of  Human  Resources  and  Public 
Instruction  to  increase  the  num- 
ber of  school  health  education 
coordinators,  maintain  separate 
teacher  certification  for  health 
education  and  improve  the  exist- 
ing health  ciuxiculum. 


■  Cooperative  effort  should  focus  on  three  areas: 

Expansion  of  school  health  education  coordinator  positions 
to  serve  all  of  the  school  districts  in  North  Carolina.  The 
coordinators  play  a  key  role  in  developing  materials  for 
classroom  instruction  and  in  promoting  health  education  in 
the  school  and  community. 

Requirement  for  separate  certification  for  health  teachers. 
The  Department  of  Public  Instruction  (DPI)  has  documented 
that  maternal  and  child  issues  are  taught  less  frequently  than 
other  portions  of  the  health  education  curriculum.  DPI  cites 
lack  of  teacher  preparation  in  these  special  subjects  as  a  key 
reason  for  their  infrequent  presentation.  Maintaining  sepa- 
rate teacher  certification  for  health  as  distinct  from  physical 
education  is  a  first  step  in  solving  this  problem. 

Improvement  of  the  existing  health  education  curriculum. 
The  current  Family  Life  Education  Curriculum  is  written  in 
very  general  terms  and  does  not  provide  the  details  often 
needed  by  teachers  to  provide  comprehensive  information  to 
the  students. 


9.  Expansion  of  health  promotion 
programs  in  local  health  depart- 
ments to  include  emphasis  on 
adolescent  wellness,  preconcep- 
tional  health  and  prenatal  care 
beginning  in  the  first  trimester. 


■  In  1987,  the  legislature  allocated  health  promotion  and 
wellness  funds  that  were  primarily  geared  to  adult  health  in 
the  areas  of  injury,  cardiovascular  disease  and  cancer.  The 
Task  Force  recommends  that  additional  funds  in  health  pro- 
motion be  targeted  to  preconceptional  health  and  promotion 
of  first  trimester  prenatal  care.  The  ultimate  goal  is  to  reduce 
poor  pregnancy  outcomes  by  providing  information  on  what 
can  be  done  before  and  during  pregnancy  to  increase  the 
chances  of  having  a  healthy  baby. 


10.  Provision  of  state  funding  for 
part  of  the  non-federal  share  of 
county  administrative  costs  for 
eligibility  workers,  provided  that 
county  departments  of  social 
services  agree  to  place  eligibility 
workers  on  site  in  prenatal  clinics. 


■  In  1987,  the  state  expanded  Medicaid  coverage  to  preg- 
nant women  and  young  children  up  to  100  percent  of  the 
federal  poverty  guidelines.  The  goal  of  this  change,  known 
as  the  "Baby  Love"  program,  is  to  ensure  that  poor  pregnant 
women  receive  early  and  continuous  prenatal  care  and  that 
they  face  as  few  barriers  to  access  as  possible. 

Program  expansion  has  increased  the  need  for  additional 
eligibility  workers  at  the  county  level  and  for  them  to  be 
stationed  in  locations  convenient  to  the  target  population. 
The  Task  Force  recommendation  will  help  address  both 
these  needs  by  increasing  funding  for  eligibility  workers  in 
county  departments  of  social  services  and  ensuring  that 
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workers  will  be  located  on-site  at  local  health  departments  as 
appropriate. 


11.  Provision  of  state  funding  for 
part  of  the  non-federal  share  of 
county  administrative  costs  for 
Medicaid  transportation  services. 


■  Non-emergency  medical  transportation  needs  for  Medi- 
caid recipients  who  do  not  have  available  transportation  or 
money  to  pay  for  their  own  transportation  are  being  paid  by 
the  county  departments  of  social  services  without  reimburse- 
ment from  the  state.  Oue  to  the  cost  and  limited  county 
funding,  counties  are  unable  to  assure  that  the  transportation 
needs  of  their  recipients  are  adequately  met.  State  funding 
will  address  this  problem  and  will  ensure  that  clients  are  not 
denied  access  to  necessary  medical  care  due  to  lack  of  trans- 
portation. 


12.  Medicaid  reimbursement  for 
infant  care  coordination  through 
one  year  of  age. 


■  The  development  of  an  infant  care  coordination  system 
for  all  counties  would  enhance  support  to  identify  and  assess 
infants  and  families  at  risk,  collaboration  with  other  health 
care  providers,  assistance  with  discharge  planning  and 
follow  up  of  high  risk  infants  and  their  families.  Moreover, 
this  system  would  aid  in  the  identification  and  development 
of  resources  to  assist  with  family  needs.  This  infant  care  co- 
ordination system  should  build  on  "Baby  Love"  and  mater- 
nity care  coordination.  Infant  care  coordination  should  be 
reimbursed  by  Medicaid.  The  system  should  provide  link- 
ages between  newborn  intensive  care  units,  developmental 
evaluation  centers  and  local  health  departments. 


13.  Development  of  a  "revolving 
fund"  to  cover  the  "up  front"  costs 
to  hire  maternity  and  infant  care 
coordinators  whose  salaries 
would  be  subsequently  funded 
through  ongoing  Medicaid  reim- 
bursement. 


■  Many  mothers  and  children  do  not  seek  care  or  continue 
in  the  health  care  system  because  of  an  array  of  obstacles 
within  the  system  or  within  their  own  life  circumstances. 
Some  cannot  locate  documents  to  verify  their  eligibility. 
Some  lack  the  ability  and  self-confidence  needed  to  com- 
plete complex  application  forms.  Sometimes  the  intimidat- 
ing "official"  surroundings  deter  them.  They  may  be  un- 
aware of  the  program  or  how  to  apply  for  it. 

Needy  people  may  live  in  rural  or  poor  inner-city  areas  with 
few  if  any  health  care  providers  nearby.  They  may  lack 
transportation  and  child  care  services.  Many  become  very 
discouraged  and  frustrated  with  the  hours,  waiting  periods, 
and  procedures  created  by  the  bureaucracy. 

Needy  people  are  ill  informed  about  the  need  for  early  and 
continuous  maternity  and  pediatric  care  and  how  to  access 
the  SYSTEM.  It  is  for  these  reasons  that  care  coordinators 
are  essential.  It  is  through  their  efforts  that  mothers  and 
children  can  be  provided  early  access  to  comprehensive 
health  care  services.  Unfortunately,  counties  have  not  had 
adequate  funding  for  salaries.  By  establishing  the  "revolv- 
ing fund,"  counties  would  then  be  able  to  hire  needed  care 
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coordinators  instead  of  attempting  to  initiate  the  service  with 
existing  staff. 


14.  Increase  in  Medicaid  pay- 
ments to  providers  of  maternal 
and  infant  services  to  more 
closely  approximate  the  cost  of 


care. 


■  Medicaid  fees  for  maternal  and  infant  care  lag  far  behind 
physician  charges,  especially  in  the  area  of  delivery  services. 
For  example,  current  physician  fees  are  approximately  54 
percent  of  average  charges.  These  low  fees,  combined  with 
the  rising  cost  of  malpractice  insurance  to  physicians  in- 
volved in  obstetrics,  make  many  physicians  reluctant  to  offer 
obstetric  services  to  Medicaid  patients.  The  Task  Force  rec- 
ommends that  Medicaid  fees  be  increased  to  more  closely 
approximate  the  cost  of  providing  care  to  help  ensure  that 
Medicaid  patients  have  access  to  needed  services.  The  Task 
Force  further  recommends  that  these  fees  be  reviewed  peri- 
odically to  ensure  that  they  continue  to  increase  as  the  cost  of 
care  increases. 


15.  Promotion  of  competitive 
salaries  in  local  agencies  that 
provide  maternal  and  infant  care 
services. 


■  It  is  critical  that  local  health  department  nursing  salaries 
become  competitive  with  hospitals  and  other  health  care 
agencies.  Without  adequate  qualified  nursing  staff,  mothers 
and  children  will  go  without  care  thus  increasing  infant 
mortality  and  morbidity.  Local  health  department  nursing 
salaries  must  he  comparable  to  local  hospital  and  state 
nursing  salaries.  Nutritionists  and  other  staff  are  in  similar 
situations. 


16.  Reimplementation  of  the 
health  department  maternity  fund 
to  subsidize  prenatal  care  and 
delivery  services  to  low  income 
women  who  are  not  covered  by 
Medicaid  or  private  insurance. 


■  In  1986, 14,843  births  received  assistance  through  Medi- 
caid. An  additional  6,726  births  occurred  to  low  income 
women  receiving  prenatal  care  in  a  health  department. 
Many  companies  and  small  businesses  do  not  provide  mater- 
nity care  coverage.  For  some  who  do  have  maternity  bene- 
fits, substantial  out-of-pocket  expenses  are  required  espe- 
cially if  their  coverage  specifies  cost-sharing  for  maternity 
and  well  baby  care  benefits,  or  if  it  restricts  coverage  for  new 
policyholders  who  have  personal  or  family  histories  of 
medical  conditions  such  as  diabetes.  Most  adolescents  are 
not  covered  by  Medicaid  or  private  insurance.  This  group  is 
the  one  which  is  in  greatest  need  and  at  highest  risk  for 
delivering  a  low  birth  weight  baby. 

Reimplementation  of  the  health  department  maternity  fund 
would  provide  services  for  those  women  at  increased  risk 
and  would  allow  the  health  director  flexibility  in  making 
discretionary  decisions  regarding  those  in  greatest  need. 


17.  Continuation  of  measures  that 
afford  cost  containment  in  premi- 
ums for  medical  malpractice  in- 
surance for  providers  of  maternal 


■  Unfortunately  there  are  counties  in  North  Carolina  that 
have  no  physicians  providing  maternity  care  services.  In 
February  1988,  a  survey  was  performed  which  indicated  that 
twenty-one  counties  experienced  withdrawal  of  at  least  one 
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and  infant  health  services. 


physician  who  provided  maternity  care  services.  The  major 
reason  for  withdrawal  from  providing  maternity  care  serv- 
ices is  the  prohibitive  cost  of  malpractice  insurance.  In  the 
underserved  areas,  mothers  and  children  often  do  not  re- 
ceive adequate  and  timely  care.  Also,  hospitals  are  at  risk 
for  losing  their  insurance  if  maternity  care  providers  do  not 
carry  malpractice  insurance.  The  loss  of  maternity  care  pro- 
viders, due  to  high  cost  of  malpractice  insurance,  is  a  critical 
problem. 


18.  Development  of  legislation  to 
provide  tax  incentives  for  indus- 
try to  provide  insurance  for 
maternity  and  infant  care  cover- 
age for  employees,  their  spouses 
and  their  dependents. 


■  In  order  to  reduce  infant  deaths,  industry  must  assist  by 
providing  comprehensive  maternity  and  infant  care  benefits. 
It  is  a  sad  commentary  that  this  resourceful  nation  has  failed 
to  focus  on  providing  prevention  services  which  ultimately 
would  save  billions  of  dollars  and  reduce  death  and  suffer- 
ing. The  Report  of  the  National  Commission  to  Prevent 
Infant  Mortality  says  that  "this  nation's  hospital  bill  for 
keeping  low  birthweight  babies  alive  during  their  first  year 
of  life  can  be  as  high  as  $2  billion  a  year.  The  cost  of  provid- 
ing front-end  prenatal  care  for  those  women  who  do  not  cur- 
rently receive  it  could  be  as  Httle  as  $500  million.  In  1987, 
five  million  women  of  child  bearing  age  had  private  health 
insurance  that  did  not  cover  maternity  care." 


19.  Expansion  of  funding  for 
preconceptional  health  promotion 
and  family  planning  services. 


■  Family  planning  services  are  a  critical  part  of  infant  mor- 
tality prevention.  In  North  Carolina,  births  to  women  who 
are  at  high  sociodemographic  risk  (age  under  18  or  over  34, 
education  under  9th  grade,  unmarried,  parity  over  3,  previ- 
ous lifebom  now  dead,  and  previous  fetal  death)  have  an 
infant  mortality  rate  twice  that  for  women  of  low  risk.  Many 
births  to  high  risk  women  are  the  result  of  unintended 
pregnancy  and  can  be  averted  by  family  planning  methods. 
During  the  late  60's  and  early  70's,  37  percent  of  the  ob- 
served decline  in  U.S.  infant  mortality  rate  could  be  ascribed 
to  shifts  in  maternal  age  and  birth  order  which  can  only  be 
accomplished  through  education  and  family  planning 
methods.  Since  currently  in  North  Carolina  less  than  half 
the  women  needing  subsidized  family  planning  services 
actually  get  care  in  clinics  across  the  state,  more  public  re- 
sources are  necessary  to  meet  the  need. 

In  addition  to  social  and  demographic  risk,  women  at  high 
medical  risk  because  of  conditions  such  as  genetic  diseases, 
diabetes  and  hypertension  can  also  benefit  from  health  ap- 
praisal, counseling  and  medical  referral  to  reduce  these  risk 
conditions  prior  to  becoming  pregnant.  Preconceptional 
health  promotion  services  achieve  this  end.  Women  at 
behavioral  risk  such  as  smoking,  alcohol  and  drug  use,  and 
substance  abuse  also  benefit  from  preconceptional  health 
services.  There  are  only  29  counties  providing  preconcep- 
tional health  services  in  North  Carolina  as  part  of  a  pilot 
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project.  State  funding  is  necessary  to  allow  100  counties  to 
offer  these  preventive  services. 


20.  Provision  of  state  funding  for 
the  WIC  program  to  ensure  that 
all  eligible  pregnant  women  and 
infants  are  served. 


■  Nutritional  risk  factors  have  been  identified  which  affect 
pregnancy  outcome.  Early  intervention  aimed  at  minimizing 
identified  risk  factors  can  improve  pregnancy  outcome, 
extend  the  length  of  gestation  and  increase  the  birth  weight 
of  the  infant.  Currently  in  North  Carolina  only  45  percent  of 
those  in  need  are  covered  by  the  WIC  Program.  The  new 
funds  available  from  the  infant  formula  rebate  will  allow  the 
program  to  cover  an  additional  10  percent  of  the  eligible 
population.  Additional  funds  are  needed  to  ensure  that  all 
eligible  pregnant  women  and  infants  are  served. 


21.  Medicaid  reimbursement  for 
nutritional  counseling  beyond 
WIC  services  where  needed  for 
high  risk  mothers  and  infants. 


■  The  WIC  Program  offers  limited  nutrition  services  to 
pregnant  women  and  their  infants.  These  services  include  an 
initial  contact,  including  an  assessment  and  basic  nutrition 
education,  and  a  follow-up  nutrition  contact.  For  high  risk 
women  and  infants,  the  resources  of  the  WIC  Program  do 
not  meet  their  full  needs.  Current  Medicaid  regulations 
allow  for  the  reimbursement  of  nutrition  services.  It  is  rec- 
ommended that  the  Medicaid  Program  provide  reimburse- 
ment for  nutrition  services  to  high  risk  maternity  and  infant 
patients. 


22.  Provision  of  additional  state 
funds  to  expand  genetic  health 
care  services. 


■  In  1987  in  North  Carolina,  287  infant  deaths  included 
mention  of  a  birth  defect  on  the  death  record.  Thus,  25.3 
percent  of  infant  deaths  are  explained  by  these  conditions.  If 
the  defect  is  first  diagnosed  at  birth  or  even  during  preg- 
nancy, it  has  been  found  too  late.  Important  preventive 
opportunities  have  been  lost.  More  widespread  use  of 
genetic  assessment  and  counseling  is  necessary  in  North 
Carolina  effectively  to  prevent  birth  defects.  More  of  the 
estimated  180,000  individuals  with  major  genetic  disorders 
in  North  Carolina  must  be  reached  to  impact  on  infant 
mortality.  In  1986,  6,000  patients  received  genetic  counseling 
services  through  North  Carolina's  program. 


Appendix 


Calculation  of  estimated  lifetime 
earnings: 


Chu"  estimates  that  40,030  infants  would  have  earned  $10.2 
billion  in  a  lifetime  using  a  discount  rate  of  6  percent  and 
$18.9  billion  using  a  discount  rate  of  4  percent.  Therefore, 
1134  North  Carolina  Infants  divided  by  40,030  U.S.  infant 
deaths  times  $10.2  billion  =  $288,953,285,  or,  rounding  to 
nearest  $1  million,  $289  million.  Likewise  for  the  6  percent 
discount  figure,  1134  divided  by  40,030  times  $18.9  billion  = 
$535,413,440,  or,  rounding  again,  $535  million. 
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